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Volume 49, Number 5 Abstracts 1359smoking cessation confirmed by a biochemical test. Participants in the study
were stratified according to income, work site, and whether they were heavy
or nonheavy smokers. The primary end point was smoking cessation 9 or 12
months after enrollment. This end point depended on whether the initial
cessation of smoking was reported at 3 or 6 months. Secondary end points
were smoking cessation within the first 6 months after enrollment and rates
of completion of smoking-cessation programs.
After 9 or 12months after enrollment, the group that received financial
incentives plus information on smoking cessation had significantly higher
rates of smoking-cessation than did the information-only group (14.7% vs
5%, P .001). This was also the case 15 or 18months after enrollment (9.4%
vs 3.6%, P  .001). The financial incentive group participants had signifi-
cantly higher rates of enrollment in smoking-cessation programs (15.4% vs
5.4%, P  .001), completion of a smoking-cessation program (10.8% vs
2.5%, P  .001), and smoking cessation within the first 6 months after
enrollment (20.9% vs 11.8%, P  .001).
Comment: In 2005, the Cochrane Collaborative Review found insuf-
ficient evidence for a favorable effect of financial incentives to influence
smoking cessation (Cochrane Database Syst Rev 2005;2:CD004307). The
financial incentives in this study, however, were considerably greater than
those previously offered. In fact, they appear more realistic given the potential
benefit to employers of having employees stop smoking. This yearly benefit has
been estimated at about $3400 per employee resulting from increased produc-
tivity, decreased absenteeism, and reduced incidence of illness (Morb Mortal
Wkly Rep 2002;51:300-3). Given the apparent “large bang for the buck” of
financial incentives for smoking cessation and that 40% of premature deaths in
the United States are due to unhealthful behaviors such as smoking, one might
ask whether the government’s pay for performance emphasis would be better
directed more towards patients than physicians!
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Ballotta E, Da Giau G, Gruppo M, et al. Surgery 2008;144:822-6.Conclusions: Progression of iliac artery aneurysm or ectasia below an
aortic tube graft is unusual.
Summary: There are no criteria about whether to place an aortic tube
graft or a bifurcated graft during open abdominal aortic aneurysm (AAA)
repair. This study assessed the natural history of ectatic or aneurysmal
common iliac arteries after aortic tube graft insertion during elective open
AAA repair. The authors also sought to identify those patients where there
was a risk that an aneurysmal common iliac artery would develop after tube
graft repair. The authors analyzed their series of patients in whom a straight
tube graft was inserted during an elective open AAA repair between 1995
and 2005. Patients were followed up prospectively as well as assessed
preoperatively and postoperatively with serial computed tomography scans
to monitor changes in CIA diameter. The baseline preoperative common
iliac artery diameter was used to divide patients into groups A (both
common iliac arteries normal, 12 mm in diameter), B (at least one ectatic
common iliac artery, 13 to 18mm), and C (at least one aneurysmal common
iliac artery, 19-25 to mm). Patients were followed up for a mean of 7.1 years
(range, 2.1-12.3 years).
A total of 201 patients were monitored, comprising 92 (45.8%) in
group A, 63 (31.3%) in group B, and 46 (29.9%) in group C. Overall during
follow-up, the diameter increased in 119 common iliac arteries (29.6%). The
diameter increase was a mean of 1.1, 1.8, and 2.4 mm in groups A, B, and C,
respectively. There were 14 common iliac arteries (5.4%) progressing from
“normal” to ectatic, nine progressed from ectatic to aneurysmal (10.2%),
and three grew to 25 mm. None were repaired. No patients required a
repeat operation because of increased or excessive common iliac artery
enlargement.
Comment: This is an old issue that is reasonable to revisit in the
endovascular era. It appears that with reasonably long follow-up, no patient
with a common iliac artery 25 mm in diameter will require a repeat
procedure for subsequent aneurysm dilatation of the iliac artery below an
aortic tube graft. Indeed, most common iliac arteries do not expand after
tube graft insertion during AAA repair, and when they do, dilatation appears
to be minimal. Overall, when used appropriately, an open AAA repair using
aortic tube graft is a good operation.
